An 88-year-old woman presented with acute subdural hematoma (ASDH) which showed rapid resolution on computed tomography (CT) and magnetic resonance (MR) imaging. She was transferred to our hospital after falling out of bed. On admission, she was comatose with Japan Coma Scale score of 200 and Glasgow Coma Scale score of E1V1M2. Brain CT showed a thick left frontotemporal ASDH. Conservative treatment consisted of 200 ml of glycerol administered intravenously twice a day, and maintenance in the approximately 20 degree head-up position to reduce intracranial pressure. Three days later, her consciousness recovered to Japan Coma Scale score of 30 and Glasgow Coma Scale score of E2V4M5. CT showed obvious reduction of the hematoma without brain or scalp swelling. Spinal MR imaging detected no redistribution of hematoma to the spine. The present case illustrates that rapid spontaneous reduction of ASDH may occur by redistribution of hematoma, mainly to the supratentorial subdural space because of brain atrophy.
Introduction
Rapid resolution of acute subdural hematoma (ASDH) on computed tomography (CT) and magnetic resonance (MR) imaging is a known phenomenon, 17) with a number of reported cases. 1, 5, 13, 14, 16, 19) Four mechanisms for this rapid resolution of hematoma have been proposed: Dilution and wash out of the hematoma by cerebrospinal fluid (CSF) after tearing of the arachnoid membrane 13, 15, 18) ; compression and redistribution of the hematoma by acute brain swelling 8, 11, 13, 17) ; redistribution of the hematoma through skull fractures 2, 10, 12, 21) ; and redistribution of the hematoma to the spinal subdural space. 3, 20) Here we report a case of rapid spontaneous reduction of ASDH due to redistribution of hematoma, mainly to the supratentorial subdural space because of the brain atrophy. 
Case Report
An 88-year-old woman was transferred to our hospital after falling out of bed. On admission, she was comatose with Japan Coma Scale score of 200 and Glasgow Coma Scale score of E1V1M2. The left parietal skin was slightly reddish without swelling. Initial brain CT showed a thick left frontotemporal ASDH with herniation sign (Fig. 1A) . Bone window CT and skull radiography did not show any skull fracture. She had a history of cerebral infarction resulting in severe left hemiparesis, chronic heart failure, and dementia.
Considering her advanced age, poor general condition, and family wishes, we did not perform surgery to evacuate the hematoma under general anesthesia. She was treated with 200 ml of glycerol administered intravenously twice a day, and kept in the approximately 20 degree head-up position to reduce intracranial pressure. Three days later, her consciousness recovered to Japan Coma Scale score of 30 and Glasgow Coma Scale score of E2V4M5. CT showed obvious spontaneous reduction of the hematoma without brain or scalp swelling (Fig. 1B) . Axial and coronal reconstruction of conventional CT scans showed redistribution of hematoma to the supratentorial subdural space ( Fig.  2A-C ). Brain sagittal MR imaging also showed redistribution of hematoma to the supratentorial subdural space (Fig. 2D) . Whole spinal MR imaging detected no redistribution of the hematoma to the spinal subdural space (Fig.  2E) . Finally, the ASDH transformed to chronic subdural hematoma, and simple drainage was performed 3 weeks after the initial head injury. The patient is now confined to a wheelchair.
Discussion
The present case of rapid spontaneous reduction of ASDH was characterized by redistribution of the hematoma, mainly to the supratentorial subdural space. We suggest that dissociation between the skull and brain may have been important in this movement of hematoma, 4) by providing the space needed for the redistribution. The majority of reported cases including our case of rapid spontaneous resolution of ASDH occurred in elderly patients 6) or infants. 7) Brain swelling may be important in the redistribution of hematoma in young patients. 9) In the present case, compression and redistribution of the relatively thin hematoma by acute brain swelling, 8, 11, 13, 17) redistribution of the hematoma through a skull fracture, 2, 10, 12, 21) redistribution of the hematoma to the spinal subdural space, 3, 20) and dilution and washing out of the hematoma by CSF after tearing of the arachnoid membrane 13, 15, 18) are all possible mechanisms for the spontaneous resolution of the ASDH, but were not considered to be the main mechanism for rapid reduction of ASDH.
CT demonstrated a low density band between the hematoma and the inner wall of the skull bone, which indicated co-mingling of the hematoma with CSF. 18) The majority of cases of spontaneous ASDH resolution were associated with such a low density band, 11) including our case. The most important factors in rapid ASDH resolution appear to be participation of the CSF and presence of a wide subdural space in which the hematoma can be redistributed. 11) We also suggest that these two factors are the most important in the rapid resolution of ASDH.
Emergent evacuation of hematoma is the gold standard for patients with ASDH, but we should not exclude treatment for patients who cannot undergo surgery for various reasons. Some patients may experience spontaneous resolution of the hematoma resulting in good outcome. Patients with brain atrophy and the indicative low density band on CT may undergo spontaneous resolution of ASDH, but emergent surgery should not be delayed if possible.
The present case of rapid spontaneous reduction of ASDH was due to redistribution of the hematoma, mainly to around the tentorium because of brain atrophy. Rapid resolution of ADSH may occur by redistribution of hematoma to the supratentorial subdural space as a result of brain atrophy, as well as dilution and washing out by CSF. 
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